To the Editor,
We read with interest the retrospective study by Visser et al. 1 reporting the safe use of spinal anesthesia for Cesarean delivery following a pre-existing labour epidural block. The authors attribute a ''poorly justified reputation'' to a high or total spinal following a pre-existing epidural block. Spinal administration after a suboptimal labour epidural analgesia remains highly controversial, 2 and our information is limited to retrospective studies and case reports. 3, 4 A major concern arises when the epidural space has just been bolused and there is now a relative compression of the cerebrospinal fluid. In this situation, the local anesthetic solution injected into the spinal space may be displaced upward resulting in an unpredictably high block. 4 As the authors admit, a major limitation of the study is the fact that the block heights were not recorded. A statement cannot be made regarding a ''high spinal block'' without knowing the actual level of block.
Further, the definition used to define a high block is, ''patient complaining of impaired breathing''. This definition is misleading, as dyspnea during Cesarean delivery is an imprecise indicator of the block height and can also be attributed to blunting of thoracic proprioception or partial block of abdominal and intercostal muscles. 5 Finally, despite the authors' reporting the safe use of a single-shot spinal following a pre-existing epidural anesthesia (by infusion), a recent epidural bolus prior to spinal administration may result in an unpredictably higher level of anesthesia than intended. Therefore, it remains very important to carefully monitor the patient for symptoms that suggest a rapidly developing high spinal block and to be prepared to intervene should this complication occur.
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Reply
We thank Vaida et al. for their interest in our study. However, we feel the issues raised in their letter were discussed extensively in our article and the limitations of our study were sufficiently underlined. Certainly, we can only agree that monitoring the patient carefully for signs of high spinal block remains extremely important when undertaking spinal anesthesia following epidural labour analgesia. As noted by Vaida et al., the literature on this issue consists almost entirely of case reports, and most of these describe either high block or total spinal block after failed topped-up epidural analgesia. While we do not wish to advocate abandoning conversion of epidural labour analgesia to epidural surgical anesthesia altogether, if there is only the weakest doubt about the proper functioning of the epidural in a woman presenting for Cesarean delivery, we believe it may be better to move to spinal anesthesia at the outset. This will obviate the need for bolus doses of epidural local anesthetic, which would likely increase the risk of high spinal block by way of the mechanism described by Dr Vaida and colleagues, should spinal anesthesia be attempted when epidural anesthesia fails. While taking into consideration the retrospective design and limited statistical power of our study, we believe our data support the efficacy and safety of this technique in the absence of prospective studies. We are pleased that Vaida et al. also make the distinction in the last paragraph of their letter between spinal anesthesia following epidural labour analgesia by infusion only and spinal anesthesia following recent epidural bolus administration.
